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Abstract
Goal: Describe and characterize NASF health practices. 
Method: It is a review of current literature carried out by consulting 
the database Lilacs and Virtual Library of SciELO in the period from 
December 2016 to January 2017. 
Conclusion: It is concluded that, although the NASF is recognized 
as a support to the Family Health Strategy (FHS), still does not act in 
an articulated way, being fundamental that changes take place in the 
organization of the services and in the conduct of the health profes-
sionals who contemplate it.
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It is understood that the Family Health Support Center (NASF) emerged 
as a proposal both to provide assistance to the population demands 
not reached by the teams that make up the Family Health Strategy 
(ESF) and also to support these teams in the implementation of the 
network Services and extend its coverage, in order to improve the 
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quality of assistance to the population at the level 
of Primary Care (AB), which requires more effective 
actions.
For these researchers, in contrast to conventional 
care models, which teach for curative, specialized, 
fragmented and individual assistance, NASF's pro-
posal is to overcome this logic towards co-respon-
sibility and integrated care management by Means 
of shared care and therapeutic projects that involve 
the users and are able to consider the uniqueness 
of the subjects assisted during the development 
process.
The implementation of the NASF represents the 
increasing search for the integrality of the attention 
and interdisciplinarity in the health actions, accor-
ding to the perspective of consolidation of the ESF. 
In this sense, the NASF is ambitious and may even 
seem utopian, especially when evaluating the tra-
ining of health professionals, who are still largely 
distant from the perspectives with which the NASF 
was created [1].
Reflecting on the NASF's trajectory from its in-
ception to the present time, it is perceived that the 
expectations with the creation of this nucleus were 
based on the expansion of the health services offer 
in the FHT, both in quantitative and qualitative as-
pects. However, this reality has not yet materialized 
due to the lack of training and qualification of the 
health professionals who compose it, as well as tho-
se who are part of the ESF teams, since several of 
these professionals also have a fragmented view re-
garding care, implying directly In the quality of care 
provided, whether individual or collective.
The NASF is formed by a support team and the 
main objective of its actions is to enable a better 
quality of assistance and not only to "supply the de-
mand". It presents, among its challenges, the need 
to change the organizational culture in the Unified 
Health System (SUS), which has historically priori-
tized the number of procedures to the detriment 
of its quality; the referencing in detriment of the 
resolubility in Primary Care (AB) and the impact as-
sessment and health indicators with a simply quan-
titative approach to their fulfillment [2].
Considering the health care offered by the SUS 
and the perspective on the NASF, changes in this 
system are necessary, whether they are within the 
management or the domain of the execution of 
qualified actions of health professionals, since the 
predominant culture in health practices is still consi-
dered a challenge that the NASF needs to overcome 
in order to validate, in fact, its guidelines.
This study aimed to reflect on NASF perspectives 
and challenges regarding health practices, based on 
existing literature on NASF implementation, challen-
ges and achievements.
Method
This is a descriptive, literature review, initially per-
formed through the Virtual Health Library (VHL), 
which houses globally recognized databases. The 
search for the studies occurred in the period from 
December 2016 to January 2017, from the following 
Health Sciences Descriptors (DECs): "Primary Health 
Care", "Family Health" and "Public Health Policies". 
The result led to the research in the Virtual Library 
of the Scientific Electronic Library Online (SciELO) 
and the Latin American and Caribbean Literature 
Database (LILACS) and Nursing Database (BDENF). 
The survey was extended to the archives of the Mi-
nistry of Health of Brazil.
The criteria used to include the material accessed 
were: online availability of the full text, publication 
period between 2007 and 2017, and Portuguese 
and English. We found 48 articles related to the 
theme, of which 10 (ten) were selected because 
they were pertinent to the object of the study and 
fit the established inclusion criteria.
The selected articles were analyzed based on the 
proposed objective of the present study and the 
scientific and social relevance. Then the files were 
read by all the authors, at different times.
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The ESF, as a public strategy that articulates pri-
mary health care for the individual, family and 
community health, should follow paths and thus 
be modified taking into account the social deter-
minants of health in a given locality. Concomi-
tantly, NASF has a legal and instrumental contri-
bution that can be approached with this reality, 
provided that it is configured in effective matrix 
support for FHS [3].
NASF. History and characterization
The Ministry of Health (MS) created NASF 1 and 2 
through GM/MS No. 154, published on March 4, 
2008 with the objective of broadening the scope of 
the actions of Primary Care (AB), as well as maximi-
zing its Resolubility, supporting the inclusion of the 
FHT in the services network and in the processes of 
territorialization and regionalization from the Basic 
Attention [4].
In 2008 the NASF was divided into three modalities
NASF 1, NASF 2 and NASF 3. NASF 1 was developed 
to serve municipalities with a population contingent of 
more than 20,000 inhabitants. As a result, about 80% 
of Brazilian municipalities have a population of less than 
20,000 inhabitants, and several of them require more 
health monitoring than the more populous municipalities, 
the Federal Government, aiming to broaden the 
coverage of the action, created the NASF 2, intended to 
accommodate municipalities with a population density of 
up to 10 inhabitants per km2 [5]
Under the SUS, NASF 3 was created based on 
GM/MS Ordinance No. 2,843, dated September 20, 
2010, and had as its priorities the integral health 
care and also mental health - mainly assisting sub-
jects who do Use of crack, alcohol and other drugs, 
in Primary Care (AB) - in municipalities with a popu-
lation of less than 20,000 inhabitants [6].
With the prospect of filling gaps that had not 
initially been foreseen in the field of Basic Attention 
and should be prioritized - mainly because they are 
population groups –, the insertion of mental health 
and rehabilitation, as part of the integration into the 
service network, became necessary, as it happened 
from the implementation and implementation of 
NASF 3. Thus, interdisciplinarity, intersectoriality, 
territory, Continuing education in health, health 
promotion and humanization [1].
The Ordinances GM/MS No. 154/2008 and 
2,843/2010 were revoked by Administrative Rule 
GM/MS No. 2,488, of October 2, 2011. In this con-
text, changes occurred in the NASF, which began 
to be organized in only two modalities: NASF 1 and 
NASF 2 [7]. It should be noted that the provisions 
of previous directives that do not conflict with the 
current ordinance remain in force.
NASF 3 has been deleted since the publication of 
GM/MS Ordinance No. 2,488/2011 and automati-
cally became NASF 2. Municipalities with NASF 3 
projects previously sent to the MS should now send 
to the Bipartite Interagency Committee a document 
that informs the changes that have occurred. The 
financing of the inter-municipal NASFs already au-
thorized at an earlier date is guaranteed, but the 
possibility of implementing new inter-municipal 
NASFs [7].
The composition of the NASF is based on the 
reference team proposal, that is, it is based on those 
who have the responsibility for conducting an indi-
vidual, family or community case, aiming to broaden 
the possibilities of building the link between profes-
sionals and users. This type of arrangement seeks 
to change the dominant pattern of responsibilities 
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in organizations and build accountability of people 
by people.
According to changes presented in Administrative 
Rule GM/MS No. 2,843, published on September 
20, 2010, NASF 1 carries out its activities linked to at 
least eight and a maximum of fifteen Family Health 
Teams or basic health care teams for populations 
Specific. The exception is for municipalities with 
less than 100,000 inhabitants in the states of Legal 
Amazon and Pantanal Sul-mato-grossense, where 
each NASF 1 can carry out its activities linked to 
a minimum of five and a maximum of nine teams. 
As for NASF 2, it must carry out its activities linked 
to at least three and at most seven Family Health 
Teams [7].
NASF 1 and 2 should have a team of higher-level 
professionals to be defined by the municipal manag-
ers based on epidemiological data, local needs and 
health teams that will support. Thus, the profession-
als that comprise them are: Physician Acupunctur-
ist, Social Worker, Physiotherapist, Physiotherapist, 
Speech-Language Pathologist, Pharmacist, Gyne-
cologist, Obstetrician, Homeopathic Physician, Nu-
tritionist, Pediatrician, Psychologist, Occupational 
Therapist, Physician Psychiatrist, Internist Doctor, 
Work Doctor, Veterinarian, professional with train-
ing in art and education and Health Professional 
Sanitarist [7]. It is important to note that there is no 
difference between NASF regarding the composi-
tion of professionals.
The NASF works with the reference team, which 
is also defined by coordination, management, com-
mon. It is the duty of such a team to deconstruct, 
in health organizations, the model of fragmented 
'production lines', in which managerial power is tied 
to fragmented disciplinary knowledge and manag-
ers are divided by corporations, producing arrange-
ments that devalue or rival the categories involved 
In the process of health care.
The organization and development of the NASF's work 
process depends on some strategies already tested in Brazil, 
such as the Matrix Support, Expanded Clinic, Singular 
Therapeutic Project (PTS) and the Health in the Territory 
Project (PST) [8].
In defining the fundamental models of operation of the 
NASF, it is necessary to consider the Matrix Support, 
which presents the dimensions of the assistance and 
technical-pedagogical support. The assistance dimension 
is one that will produce direct clinical action with the 
users. The technical-pedagogical dimension will produce 
educational support action with and for the team. These 
two dimensions can and should be associated at different 
times, since it is not possible for any health worker to avoid 
dealing with the affections in therapeutic relationships [9]
The proposal for an Expanded Clinic is aimed at 
all clinic professionals, in a clipping - a highlight of 
symptoms and information - of their professional 
competence. The PTS, however, constitutes a set of 
articulated therapeutic behaviors for each individual 
or collective subject, the result of the collective dis-
cussion of an interdisciplinary team and, if neces-
sary, with matrix support [10].
It also uses as a working tool of the Family Health 
Teams and the NASF the proposal of the PST in or-
der to develop effective actions in the production of 
health in a territory, articulating the health services 
with other services and social policies, in order to 
invest In the quality of life and in the autonomy of 
the communities [10].
New scenarios and projects that expand 
the NASF's action
According to Federal Decree No. 7,508/2011, which 
regulates Law No. 8,080/1990 and provides for the 
organization of the public health system, health 
planning, health care and inter-relationships, it is 
possible to think about the restructuring of the NASF 
through the implantation of the "Health Regions ". 
A Health Region is a continuous geographical area 
consisting of a grouping of bordering municipali-
ties, delimited from cultural, economic and social 
identities, and shared transport infrastructure and 
communication networks, with the purpose of in-
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tegrating the organization, planning and execution 
Actions and services [11].
Here is a difficulty often faced by municipalities 
that have less than 20,000 inhabitants and who, 
until then, could not host NASF 1. Each region must 
offer primary, emergency and emergency services, 
psychosocial care, specialized outpatient and hospi-
tal care, and, finally, health surveillance [12].
NASF, composed of professionals from different 
areas of knowledge, must act in an integrated man-
ner and support the professionals of the Family 
Health Teams and the Primary Care Teams for spe-
cific populations. In this way, some of the existing 
AB teams, such as the Street Offices, as well as the 
Family Health Teams of the riverside and mobile flu-
vial units, with specific design and financing, were 
better incorporated into the realities in which they 
operate. With this, the action of NASF professionals 
will collaborate on the success of the Health Aca-
demy program, created by GM/MS Ordinance No. 
719/2011 [12].
In Street Offices, teams should carry out their 
activities in a mobile way, developing actions in 
the street, in specific facilities, in the mobile unit 
and in the Basic Health Units of the territory where 
they are working, always articulated and develo-
ping actions in partnership with the other Primary 
Care Teams of the territory - the UBS and NASF -, 
with the Psychosocial Care Centers, the Emergency 
Network and the services and institutions that are 
part of the Unified Social Assistance System, among 
others Public institutions and civil society [7].
The Family Health Teams for the care of the 
Ribeirinha Population can perform most of their 
functions in basic health units located in the com-
munities belonging to the attached area. On the 
other hand, the Fluvial Family Health Teams, per-
form their functions in Basic Fluvial Health Units, in 
order to provide assistance to that population [11]. 
In this sense, these teams can expand their inter-
ventions with the support of the NASF when they 
are operating in the municipality.
NASF can use the Health Academies as a space 
with the objective of expanding the collective inter-
vention capacity of the basic health care teams for 
health promotion actions, in order to strengthen 
the protagonism of social groups in conditions of 
vulnerability with a view to overcoming their con-
dition [7].
NASF in its applicability in the health 
strategy of the municipal family
The proposal to create the NASF is an important 
strategy to promote the strengthening of the FHT 
and, in particular, to develop and improve a new 
model of health care, aimed at multiprofessional 
teamwork. Guidelines, such as integrality, quality 
of care, equity and social participation need to be 
affirmed in collective actions centered on human 
development and health promotion, and to be able 
to produce health beyond the individual, care and 
medical context [1].
The FHS proposes a new dynamic for the structu-
ring of health services, as well as for the relationship 
with the community, involving the different levels 
of care. It assumes the commitment to provide 
comprehensive assistance to the population, in the 
health unit and at home, according to their needs, 
identifying risk factors to which the population is 
exposed. In this way, it allows the FHT to intervene 
in an appropriate way through the humanization 
of health actions, seeking the satisfaction of users 
through a close relationship of professionals with 
the community and always considering health as a 
right of citizenship [13].
In parallel, the NASF proposes to establish 
another model that aims to overcome the frag-
mented logic of health through the construction 
of articulated networks of attention and care, 
functioning under the directives of interdisciplinary 
and intersectorial action. The matrix support must 
act in a co-responsible manner, reorienting and re-
organizing the management and attention model 
with the ESF team.
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It is worth remembering that the ESF is a Brazilian 
Primary Health Care (PHC) program implemented in 
1994 and is characterized as a priority entry point 
of a health system constituted in the right to health 
and equal care [11].
With regard to health care focused on the NASF's 
performance, its guidelines need to be taken into 
account in order to promote health with quality and 
humanization of care. For this, the NASF must orga-
nize itself in strategic areas, such as: physical activity 
or corporal practices; Integrative and complemen-
tary practices; rehabilitation; pharmaceutical care; 
Food and nutrition; social service; mental health; 
Women's health; Health of children, adolescents 
and the [1].
The NASF presents, in standards, the dimensions 
of technical and pedagogical support. However, di-
rect intervention of the NASF in front of users and 
families can only be carried out under the direction 
of the FHT with discussions and negotiation, a prio-
ri, among the professionals responsible for the case 
[14]. In fact, the direct and individualized support for 
the Matrix Support will occur only in situations that 
are extremely necessary [11].
The organization of the work processes of the 
NASF and the ESF should create spaces for discus-
sion aimed at the management and establishment 
of a network of care. Meetings and consultations 
need to be a process of collective learning, with a 
view to producing health and enhancing the auto-
nomy of people. In addition, when performing the 
diagnostic evaluation, it is necessary to consider not 
only the clinical knowledge but also the subjective 
context of the individual; it is also fundamental to 
define the therapeutic intervention, considering the 
biopsychosocial complexity of the health demands 
that are being referenced [15].
NASF performance
Because it is an innovative strategy, NASF imple-
mentation implies the need for the team to create 
routine physical spaces with support dimensions for 
holding meetings, planning and discussion of cases, 
aiming to define therapeutic projects to be shared 
by all the team in a validated way and recognized 
by managers, in the form of PTS and PST [2].
The insertion of the NASF should modify the in-
teraction of those involved in the process, being 
of fundamental relevance a new planning and the 
exercise of permanent education that allows its im-
plementation, adapting the know-how to the new 
perspective implemented. NASF presents potentiali-
ties and weaknesses, and adjustments are necessary 
to make service delivery more effective and efficient 
[3].
The effectiveness and quality of primary health 
care and care should be transparent and can be 
achieved through a partnership between the NASF 
and the ESF. This does not happen in a sponta-
neous and natural way, and it is necessary for the 
professionals to assume their responsibilities under 
co-management between the teams and under the 
coordination of the local manager, in processes of 
constant construction.
Faced with the responsibilities entrusted to them, 
the NASF teams are committed to the population 
and to the FHT by proposing to identify communi-
ty health needs while strengthening the reference 
teams. Its performance should be evaluated not 
only by result indicators for the population, but also 
by indicators of the outcome of its action in the 
team [11].
With regard to the work process of the professio-
nals, it is expected that this will be established and 
agreed between the manager, NASF and ESF team; 
The strategies must be defined and detailed carefu-
lly, because NASF is an industry shared by personal 
and professional peculiarities. It is also undeniable 
the need to dismantle old concepts and to institute 
new conceptions and collective values.
Notwithstanding the advances and achievements 
of the FHS, NASF represents an important milestone 
in expanding the possibilities for achieving better 
health outcomes, with a focus on health promotion 
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and care for the population, mainly due to the sup-
port and support it offers to the ESF. The inclusion 
of new health professionals increases the possibility 
of responding to the new and old challenges of 
Brazilian morbidity, such as psychic suffering, chan-
ges in the nutritional pattern and increased lon-
gevity of the population, which, for the Brazilian 
health system. Brazil, represents a greater number 
of people with morbidities and, mainly, with chronic 
non-degenerative diseases.
In addition, this strategy offers possibilities to in-
crease the supply of integrative and complemen-
tary practices, besides offering the best technology 
available for part of chronic diseases; nevertheless, 
it allows a reflection on treatments based only on 
the medicalization of patients [16].
NASF and perspectives for the decision-
making front of challenges
Given the methodological proposal of the NASF 
regarding the development of work in an interdis-
ciplinary way, it is necessary to have a critical review 
of the educational and training processes that are 
being made available by Higher Education Institu-
tions in the training of health professionals.
Thus, the competences present themselves with a 
new perspective in the formation, although several 
professionals are faced with challenges when wor-
king in an inter and transdisciplinary way. In order 
to meet these requirements, it is necessary to reflect 
on the training and proficiency profile desired in 
this area, focusing not only on specialized technical 
knowledge but also on the skills and attitudes to 
be developed for the health of the population, in a 
socially responsible way [2].
Several challenges are imposed, especially when 
evaluating the training of health professionals who 
work in this strategy, such as the need to change 
the organization of services. In health practices, 
NASF professionals present difficulties in creating 
possibilities for joint, integrated and intersecto-
ral action that incorporates the participation of 
users in the current broader conception of health 
that is being assumed by SUS; there are difficul-
ties in learning, on a daily basis, with assistance 
and collective work in the territory involved, which 
depends on flexibility and interlocution of those 
involved [1].
Among the difficulties that are being identified 
in the work process of the NASF, we highlight the 
training of professionals, which, in part, does not 
meet the needs of SUS and even less Basic Care. 
The transformation of training and practices is a 
challenge to be overcome, since it implies a change 
of already structured paradigms in services, in edu-
cational institutions and in interpersonal relations. 
With the dialogue and the approximation, in the 
scope of the current practices and conceptions of 
health care, it will be possible to reduce the mis-
match between formation and reality of the servi-
ces. Thus, it will favor the construction of a new 
form of work in health centered on the user, with 
quality, resolubility and equity [2].
Despite the achievements and advances in the 
health area, the implementation of the NASF pro-
poses to rethink the training and the practices in 
health experienced so far by the FHS. The NASF 
brings as tools for the development of its work the 
extended clinic, the matriciamento, the unique the-
rapeutic project and the health project with focus 
in the territory; All in order to carry out the care to 
the user, besides the qualification of the actions of 
the teams [2].
Because it is a process under construction, the 
implementation of the NASF suggests the need 
to effectively establish a professional qualification, 
which will only be achieved through reflection and 
dialogue, around a perspective that must occur 
both in the internal sphere of each profession As 
in the field of health as a whole. With this professio-
nal profile, it is possible to establish strategies such 
as collectively designed planning, reconstructing the 
meaning and meaning of its action. It is necessary 
that they be inserted in their practice through the 
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definition of therapeutic projects shared by all the 
team, in a validated way, allowing actions that are 
significantly recognized from the point of view of 
the managers [9].
The work of health professionals in the NASF fa-
ces several confrontations, among them the way 
in which the organizations have been structuring, 
since they conspire against the interdisciplinary and 
interlocution mode. And in order to overcome these 
challenges, in addition to working with the multi-
professional team and in an interdisciplinary way, 
the system needs co-management so that the obs-
tacles are known, analyzed and, where possible, 
removed or weakened [17].
The NASF, since its implementation, emanates 
challenges, especially regarding the difficulty of con-
templating the integrality of individual and collective 
health, as proposed by MS. Therefore, it presents 
limitations in the scope of its services [18].
The MS proposes that the implementation of the 
NASF and its work strategy occur in an interdiscipli-
nary way, in which different knowledge, knowled-
ge, practices, values  and modes of relationship are 
found to reach a common goal [19, 20]. Professio-
nals are required attitudes of permeability to diffe-
rent knowledge and flexibility in the face of diverse 
needs, aspects that constitute a challenge to the 
practice, but which can be overcome with experi-
mentation, that is, with the experience during the 
action of supporting the Involved [6].
Several health professionals overvalue autonomy, 
considering it the right to deliberate on cases in an 
isolated and definitive way. On the other hand, the 
matrix support promotes meetings between diffe-
rent perspectives, forcing professionals to compo-
se therapeutic projects with other rationalities and 
worldviews. However, in cases of impasse, espe-
cially those of a therapeutic nature, there are no 
superior instances to solve the problem, and it is 
necessary for the health manager to have at least 
a small capacity to interfere in the specific conduct 
of the specialist. It is up to those involved in the 
conflict to find strategies that neither harm the user 
nor interfere with the therapeutic design of the pa-
tient [17].
 
Conclusion
In order to strengthen the NASF and expand its 
actions more and more, diverse practices are being 
stimulated, individual, collective and, mainly, multi-
disciplinary, within the scope of the several areas of 
collective health in the Basic Health Care.
Some routines need to be modified, and as a 
consequence, discomforts will be inevitable, with 
direct consequences for the defense and strength-
ening of the NASF. Among the measures necessary 
for change are: reflection on the daily life with the 
actors involved, investment in strengthening links 
and creating a space for collective debate between 
the disciplines involved in the work process and in 
the Care production.
It is therefore essential to consider, with manag-
ers and organizations involved in social participa-
tion, the relationship between the composition of 
the teams and the health needs of the communi-
ties. It is important to recognize that health quality 
depends not only on a form or model, but also on 
the field of competencies necessary for the profes-
sional exercise. 
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